We employed community-based participatory research techniques to adapt an evidence-based selfmanagement program called the Arthritis Self-Help Program for older African American, Hispanic, and non-Hispanic white adults. Participants and instructors provided multiple recommendations for program change (including content additions or augmentations as well as changes in program delivery) in telephone interviews and focus groups. Recommendations were implemented through a collaborative process involving diverse stakeholders. Changes implemented respond to the preferences and needs of participants, as well as the strengths and constraints of program instructors and host sites. Improved fit for participants may extend the program's reach and effectiveness for older adults of color. In addition, the adapted Arthritis Self-Help Program may make the program more feasible and therefore sustainable for the host sites. These conditions remain the most common cause of disability in the United States, 2 often producing deleterious effects on individuals' physical activity, quality of life, and daily functioning. 2 Self-management programs have been developed and implemented as a means of helping individuals better manage pain and other arthritis-related symptoms. 3 The Arthritis Foundation disseminates a number of evidence-based self-management programs, including the Arthritis Self-Help Program (ASHP), a community-based program that improves participants' pain-management 525 E 68th St,
Participatory Adaptation of an Arthritis Self-Management Program 237 abilities by enhancing self-efficacy. 4 The efficacy of the ASHP has been studied extensively (although almost exclusively in non-Hispanic white populations), and the program has been found to improve participants' pain and painrelated symptoms. 5 Despite this evidence base, it is estimated that Arthritis Foundationsponsored programs have reached fewer than 1% of US adults with arthritis or an arthritisrelated disease. 6 Research indicates that adapting evidencebased programs for use by specific groups can improve their reach and possibly their effectiveness. [7] [8] [9] Evidence-based programs are most often adapted when the target population for the intervention differs culturally, geographically, or with respect to risk behaviors or age composition from the population in which the program's effectiveness was established. When used in this way, planned adaptation can balance fidelity to the program's core components while optimizing its fit for the new target population. 10 This study sought to implement the ASHP in 3 senior centers serving predominantly African American, Hispanic, and non-Hispanic white older adults through a collaborative adaptation process. Prior research has established that minority populations are less likely to enroll in the ASHP and when they do enroll they are less likely to complete the course. 11 Furthermore, older African American and Hispanic adults with back pain report significantly lower rates of exposure to self-management pain programs than non-Hispanic whites. 12 Finally, adapting the program to maximize its utility for older African Americans and Hispanics is appropriate because of established disparities in the management of pain as a function of race or ethnicity 13 and recognized cultural differences in pain management preferences. 14 The goal of this study was to adapt the ASHP for optimal use by older African American, Hispanic, and non-Hispanic whites. This article describes participants' recommendations for program modification and discusses the outcomes of the process (the adapted cur-riculum) in terms of future sustainability and dissemination of the ASHP to racially diverse urban older adults.
METHODS
Because the goal of this project was to establish an ongoing program that would outlive the research stage, we undertook a planned adaptation of the ASHP using communitybased participatory research (CBPR) methods, so that host sites, program participants, and researchers could collaboratively develop a program that met user needs while retaining the program's core elements. We developed a method for program adaptation for use in this project, the Method for Planned Adaptation through Community Engagement (M-PACE), which was recently corroborated. 15 An abbreviated description of the method follows. Essential M-PACE steps include (1) creating a community steering committee (SC), (2) implementing the unadapted program, (3) gathering feedback about the program and how it could be optimally adapted through multiple data collection methods, and (4) employing a shared decision-making approach that includes community members and content experts to adjudicate all recommendations for program change.
Creating a community SC
The most important step in the adaptation process was the creation of an SC, a group of 14 content experts and stakeholders. The SC planned and oversaw all aspects of the project, including adjudicating and implementing recommendations for change. Community partners included 3 multiservice senior centers: one serving older African Americans in Central Harlem, the second providing services to older Hispanics in South Bronx, and the third serving mostly older, non-Hispanic whites in western Bronx. Additional community partners included a New York City-based elder service agency advocacy organization and the New York City chapter of the Arthritis Foundation.
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The SC members included staff from the senior centers, older adults with pain problems receiving services from the centers, a staff member from the local chapter of the Arthritis Foundation, ASHP-certified instructors, and members of the research team. The SC met at least monthly, with more frequent meetings occurring when needed. Initial meetings focused on group learning about the program's core components and theoretical underpinnings and were led by a committee member with extensive knowledge of each. The Weill Cornell Medical College Institutional Review Board approved the study.
Implementing the original ASHP in the 3 target populations
The unadapted ASHP was implemented 3 times at each center with different groups of participants, consecutively between July, 2008, and March, 2009. All classes were taught by Arthritis Foundationcertified instructors. Senior center staff recruited prospective participants who were (1) aged 60 years or older, (2) reported having arthritis or an arthritis-related disorder (eg, back pain), and (3) fluent in Spanish or English. All who expressed interest were enrolled in the study, that is, no one failed to meet the criteria for inclusion. Participants were compensated up to a total of $70 for the time spent participating in 6 weekly phone interviews and one focus group as described later.
Brief description of the ASHP
The ASHP consists of 6 weekly group sessions led by an Arthritis Foundationcertified instructor, lasting approximately 2 hours each. There are English-language 16 and Spanish-language versions. 17 The curriculum includes activities that teach or strengthen core self-management skills believed to contribute to the program's positive health outcomes and include problem solving, decision making, resource utilization, partnering with one's health care providers, and "taking action," the act of executing a planned behavioral change. 18 Although these skills are deemed necessary to generate positive out-comes, the key underlying behavior change mechanism is thought to be self-efficacy enhancement, that is, improving a person's confidence in the ability to plan and carry out specific actions. 18, 19 Strategies designed to enhance self-efficacy that are part of the ASHP include (1) weekly action plans, (2) feedback from other participants and record keeping, (3) modeling of efficacy behaviors by peers and instructors, (4) reinterpretation of symptoms through education about the linkages of pain with depression and fatigue, and (5) persuasion by peers and instructors to plan and accomplish realistic goals. 16 The English-language ASHP educates participants about the importance of stretching, endurance, and strengthening exercises as a means of maintaining function and managing pain, with encouragement provided during class to practice the exercises at home. The Spanish-language ASHP additionally includes actual practice of the exercises during class. Both programs have participants practice the relaxation techniques during class.
Generating recommendations for program adaptation

Telephone interviews with program participants
Recommendations for program adaptations were solicited weekly, through telephone calls (in English or Spanish) from research assistants, and at the end of the program, through focus groups. Each week, participants were asked, "What did you like most about this week's class?" and "What did you like least?" Questions specific to that week's program module were also included, such as, "Tell me what you thought about the section of the class that covered healthy eating?" "Did you find these materials helpful or not?" and "How useful was the class?"
To raise the issue of cultural adaptation, all groups were asked to "think about people you know who you consider to be like yourself and who experience pain on a regular basis" and talk about why those people would or would not find the week's class helpful. African American and Hispanic participants were asked, "As you know, we are looking at how different racial and ethnic groups view this program. Do you see any ways that the last session could be changed to be more interesting or useful to older [Latinos/African Americans]?"
Interviews were audiotaped and participants' responses to the open-ended questions were transcribed in full. Spanish-language interviews were translated into English by bilingual translators with expertise in Spanish to English translation.
Focus groups with program participants
At the end of the program, research staff conducted focus groups with each ASHP class. Three classes were convened at each center for a total of 9 focus groups. (Attendance rates exceeded 90% for all 9 focus groups.) A Spanish interpreter was present for the focus groups conducted with Spanishspeaking participants. Questions posed to all groups included the following: "What would an ideal pain program look like to you?" and "Do you have additional comments or suggestions about how to improve the program for older adults?" For sites serving predominantly African American and Hispanic clients, the following question was asked: "A lot of researchers and program designers believe we should adapt programs like the one you just took for different cultural groups. Do you agree or disagree with this view? Why or why not?" and "Thinking about the program you just participated in, how do you think it could be changed to best meet the needs of clients at [name of senior center attended by participant]?"
All focus groups were audiotaped and transcribed in full, including translation of Spanish language discussion that took place during the focus groups.
Recommendations from ASHP instructors
Six ASHP instructors taught the classes and were telephoned weekly after each class to generate additional recommendations for program adaptation. Instructors were asked to review each activity completed during that week's session and comment on the most and least successful aspects of the class. The research team also met with the instructors after all 9 courses had been completed to review their suggestions as a group. All phone interviews as well as the final meeting were audiotaped.
Additional types of data collected
Using a standardized 35-item instrument in English 20 and Spanish, 21 information was obtained about ASHP participants' demographic, clinical, and arthritis status.
Data analysis
All transcribed data were entered into nVivo 8 22 and analyzed by 2 investigators to identify specific themes using content analysis. 23 The investigators identified blocks of conversation within each transcript that referenced a specific topic. These conversation blocks were grouped according to theme (eg, relaxation exercises, eating, and diet). All members of the research team reviewed the categorization of text into specific themes, and all disagreements about categorization were resolved through consensus.
Focus group transcripts were read by all members of the research team. One investigator abstracted recommendations from the transcripts. The research team met to review the abstracted recommendations and confirmed the list of recommendations.
One member of the research team reviewed the tape recordings and summarized the instructors' recommendations. The instructors met once at the end of the data collection phase to review the summarized recommendations and confirm the list of recommendations.
Adopting recommendations
The SC reviewed all feedback from participants and instructors as a group to include what participants liked about the 240 FAMILY & COMMUNITY HEALTH/JULY-SEPTEMBER 2012 program as well as recommendations for program change. Program suggestions were evaluated on the basis of congruence with the internal logic of the ASHP, feasibility for instructors and host sites, perceived importance of each idea, and in light of the core components and mechanisms of the original ASHP. The presence of multiple constituencies and perspectives within the SC (eg, researchers, senior center program staff, and Arthritis Foundation staff) ensured that recommendations for program change were carefully weighed against core components of the evidence-based ASHP. Consensus was required to adopt any changes to the ASHP curriculum. Adopted changes that required more work (ie, creating a handout on diet and nutrition) were delegated to a subcommittee that produced these materials.
RESULTS
Characteristics of study sample
Participants (N = 112) were older (average age = 75 years), mostly women (83%), reported an average pain intensity score of 4.6 (range, 0-10) at enrollment, and identified as African American (n = 37), Hispanic (n = 38), or non-Hispanic white (n = 37). Fifty-one percent of the participants reported having a high school education or less, 58% lived alone, 46% reported osteoarthritis as their cause of pain (other causes included back pain and rheumatoid arthritis), and 65% experienced pain problems for 5 or more years.
Accepted recommendations for program change
Participants made 71 unique recommendations for program change, 37 (54%) of which were accepted. The accepted recommendations reflect both general and group-specific ways that participants thought the program could be changed to make it more applicable, enjoyable, or useful. Of the 37 recommendations, 27% were content additions, 32% reflected augmentations of existing class materials, and the remaining 41% constituted changes in programmatic delivery.
Space limits preclude showing all 71 recommendations (which are available upon request from the authors); a representative sample of the recommended changes accepted by the SC appears in Table 1 with descriptions of how the ASHP was modified. Some recommendations addressed adding new content and activities (n = 10; 7 shown), like adding in-class exercise practice to English-language programs, or expanding existing course content (n = 12; 5 shown), such as the section on healthy eating. Recommendations about change in program delivery (n = 15; 4 shown) spanned several important areas, including ways in which the class format could be restructured to maximize learning (eg, reducing individual sharing time and distributing an agenda at the start of each class), as well as modifying program elements to accommodate the literacy and education levels of the target audience. Thematically, accepted recommendations centered around (1) enhancing the participants' program experience through an improved class session, including simplifying reading materials to accommodate persons with lower literacy and making time for desired content, and (2) adding information and supports to encourage selfmanagement behaviors after the program's completion.
Program instructors made 15 recommendations regarding ways to enhance program delivery, 5 of which were also made by the participants. Of the remaining 10 suggestions, 8 were accepted and implemented (eg, move meditation/relaxation practice to end of each class). The ASHP instructors also generated 33 suggestions for program content addition or expansion; 20 of these were also made by the senior center clients. Of the 13 recommended changes unique to the instructors, the SC accepted 3: (1) add recommendation to ask participants' doctors about the cause of their pain problem or arthritis type, (2) remove section on evaluating treatments, and (3) add "sleep tips" to Spanish class (already present in the English class). 
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To accommodate the modifications recommended by the participants and instructors, the amount of time devoted to some activities (eg, sharing action plan histories) was reduced. Many content additions involved handout materials that did not require added class time.
Recommendations for program change that were rejected
Of the 34 senior center client recommendations and 12 instructor recommendations not accepted by the committee, most were rejected because of concerns about the feasibility of implementing them. For example, several participants recommended increasing the amount of time devoted to lecture by the instructors or increasing the scope of the class content. Content experts on the SC thought that these types of expansions were not feasible given the 2-hour time limit of each class. Other participants suggested that the class be offered on a twice-weekly basis. Senior center staff, citing how heavily scheduled their facilities are for other programming, considered this recommendation to be impractical.
Not all suggestions were rejected because of concerns of feasibility. For example, although many participants wanted more exercise practice time in the classes, the SC was careful to weigh this preference against other important components of the ASHP. In the Spanish language program, which already contained exercise practice, exercise time was reduced slightly to accommodate expanding other sections.
Variation in recommendations by participant race or ethnicity
This program adaptation was undertaken with the suspicion that an evidenced-based program validated in non-Hispanic whites would benefit from cultural tailoring for urban, racially and ethnically diverse older adults. When looking at the types of program recommendations made by race or ethnic group, the questions directed at minority participants regarding how best to cultur-ally modify the program generated few recommendations. Indeed, most African American participants recommended that the program should not be changed on the basis of a person's race or ethnicity. As one participant said, "No matter what color you are, if you've got arthritis of the knee, that's going to hurt; it's got nothing to do with color." Another African American participant noted, "As far as I'm concerned we're not different than anybody else; everybody's got problems with the bones, black, white; we all have trouble with our bones after a while." Most Hispanic participants also recommended that no changes were needed for persons like themselves.
Cultural differences did emerge, however, in questions that did not specifically address adaptation for racial or ethnic groups. For example, although 29% of African American (and 26% of non-Hispanic white) participants suggested adding physical exercise to the weekly classes, 60% of Hispanic participants made this suggestion.
DISCUSSION
Diverse approaches have been employed to adapt evidence-based programs for use in new settings/populations over the past decade. 24 Although garnering prospective program consumer feedback is recommended in some of the approaches, [25] [26] [27] [28] [29] it is given lower priority (as opposed to relying on practitioner or researcher input) when making actual program changes. Our study extends research in this field 24 by demonstrating the potential value of CBPR as a tool for generating adaptations of evidence-based programs. We believe that relying on feedback provided by individuals who have actually participated in the program targeted for change can help to identify important population differences (eg, cultural, language, and educational). We further maintain that addressing these differences via thoughtful programmatic adaptation using a collaborative consensus-based process, where the SC members understand the theoretical underpinnings of the program targeted for adaptation and possess knowledge of the local environment to include prospective program consumers, can help to improve a program's fit.
The M-PACE method 15 employed in this study produced adaptations in several discrete areas including the following: (1) restructuring the class format to maximize participant learning, (2) modifying program elements to accommodate persons with lower literacy levels, and (3) adding mechanisms to enhance the likelihood that participants use the techniques learned in class over time. Generating direct feedback from prospective program consumers allowed us to demonstrate that a substantial minority of Hispanic participants had difficulty with the course reading materials. This finding led the SC to incorporate low-literacy reading materials for future use at the senior center serving Hispanics and an intake assessment designed to help instructors understand the literacy level of ASHP participants and adapt program materials accordingly. Also, African American and non-Hispanic white participants thought that the program could be improved by including actual practice of the physical exercises during class. This recommendation was adopted and may help to increase adoption of the physical exercises as a means of managing pain in these 2 target groups. Finally, participants felt strongly that one way to help attendees continue to use the exercises learned in class was to join an ongoing exercise program, for example, walking club or tai chi class at their respective center or at other nearby locations. The SC accepted this recommendation and created an "action plan for sustainability," which encouraged participants to join one or more of these ongoing classes after completing the ASHP program. This change could possibly help to maintain treatment gains over time, which has been a problem with behavioral interventions in general. 30, 31 Although adaptations generated using such an approach may improve program fit, they could have the unintended effect of compromising program effectiveness. This would be particularly true in situations where core programmatic elements are altered or deleted. Recommendations for program change in the current study occurred in the context of an SC with sound knowledge of the program's theoretical constructs. All core components of the ASHP were maintained in the adapted program. Of course, to determine whether the changes might result in superior (or possibly inferior) outcomes would require a comparative effectiveness study. Research is under way to determine whether the adapted (vs original) ASHP produces similar, inferior, or superior outcomes when implemented in senior centers serving older African American, Hispanic or non-Hispanic white older adults. In the field of program adaptation, this type of evaluation is seldom done. 24 Using this evaluation step could help advance the field by shedding light on how frequently program adaptations produce neutral, superior, or inferior outcomes relative to the original program. 24 Our study adds to the limited literature regarding specific approaches used to adapt evidence-based programs for use by distinct cultural groups. Some cultural preferences emerged, for example, African Americans were more likely to endorse adding a component on spirituality as a means of managing pain, Hispanic participants wished to augment the section on physical exercise, and non-Hispanic whites were more likely to recommend shortening the individual sharing section of each class. These differences emerged during routine questions about participants' likes and dislikes of each week's class and not by asking whether specific program changes should occur for each race or ethnicity group. This finding suggests that questions that ask how the program should be changed to best meet the needs of "similar individuals" or "individuals belonging to one's own race or ethnic group" are not likely to pay dividends, particularly among older African American and Hispanic populations. Future research is needed to determine the types of questions that can best elicit
